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Inpatient Services   

Contracted Inpatient Services Selective Hospitals Directory Update  

The California Department of Health Services (CDHS) has updated the selective 
hospital contracting list for Health Facility Planning Areas (HFPAs). This 
information is reflected on manual replacement pages contra 1 thru 15 (Part 2).  

Providers Receiving RAD Messages for Over-One-Year Claims 

Effective May 1, 2006, providers will no longer receive acknowledgement, 
approval or denial letters for claims submitted more than 12 months from the 
month of service and that meet established late submission requirements. Such 
claims will be noted on a Remittance Advice Details (RAD) with a message 
indicating the status of the claim. 

The policy described above applies only to original claims delayed over one year 
from the month of service due to court decisions, fair hearing decisions, county 
administrative errors in determining recipient eligibility, reversal of decisions on 
appealed Treatment Authorization Requests (TARs), Medicare/Other Health 
Coverage delays or other circumstances beyond the provider’s control, and were 
subsequently sent to EDS’ Over-One-Year Unit. 

This updated information is reflected on manual replacement page ub sub 3  
(Part 2). 

2006 ICD-9 Procedure Code Update for Inpatient Providers 

The following ICD-9 procedure code updates are effective for dates of service on 
or after June 1, 2006. Providers must bill using the highest level of specificity. 

New ICD-9 Procedure Codes 

ICD-9 Code Description 
00.18 Infusion of immunosuppressive antibody therapy during 

induction phase of solid organ transplantation 
00.4 Adjunct vascular system procedures 
00.40 Procedure on single vessel 
00.41 Procedure on two vessels 
00.42 Procedure on three vessels 
00.43 Procedure on four or more vessels 
00.45 Insertion of one vascular stent 
00.46 Insertion of two vascular stents 
00.47 Insertion of three vascular stents 
00.48 Insertion of four or more vascular stents 
00.66 Precutaneous transluminal coronary angioplasty [PTCA] or 

coronary atherectomy 
00.7 Other hip procedures 
00.70 Revision of hip replacements, both acetabular and femoral 

components 
00.71 Revision of hip replacements, acetabular components 

 
Please see ICD-9 Codes, page 2 
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ICD-9 Codes (continued) 

New ICD-9 Procedure Codes (continued) 

ICD-9 Code Description 
00.72 Revision of hip replacements, femoral components 
00.73 Revision of hip replacements, acetabular liner and/or femoral head only 
00.74 Hip replacement bearing surface, metal on polyethlyene 
00.75 Hip replacement bearing surface, metal-on-metal 
00.76 Hip replacement bearing surface, ceramic-on-ceramic 
00.8 Other knee procedures 
00.80 Revision of knee replacement, total (all components) 
00.81 Revision of knee replacement, tibial component 
00.82 Revision of knee replacement, femoral component 
00.83 Revision of knee replacement, patellar component 
00.84 Revision of total knee replacement, tibial insert (liner) 
01.26 Insertion of catheter into cranial cavity 
01.27 Removal of catheter from cranial cavity 
37.4 Repair of heart and pericardium 
37.41 Implantation of prosthetic cardiac support device around the heart 
37.49 Other repair of heart and pericardium 
39.73 Endovascular implantation of graft in thoracic aorta 
81.18 Subtalar joint arthroereisis 
84.56 Insertion of (cement) spacer 
84.57 Removal of (cement) spacer 
84.58 Implantation of interspinous process decompression device 
84.7 Adjunct codes for external fixator devices 
84.71 Application of external fixator device, monoplanar system 
84.72 Application of external fixator device, ring system 
84.73 Application of hybrid external fixator device 
86.97 Insertion or replacement of single array rechargeable neurostimulator pulse 

generator 
86.98 Insertion or replacement of dual array rechargeable neurostimulator pulse 

generator 
92.20 Infusion of liquid brachytherapy radioisotopes 

Revised ICD-9 Procedure Codes 

ICD-9 Code Description 
00.02 Therapeutic ultrasound of heart 
00.2 Intravascular imaging of blood vessels 
00.50 Implantation of cardiac resynchronization pacemaker without mention of 

defibrillation, total system [CRT-P] 
00.51 Implantation of cardiac resynchronization pacemaker, total system [CRT-D] 
00.55 Insertion of drug-eluting peripheral vessel stent(s) 
00.6 Procedures on blood vessels 
00.61 Percutaneous angioplasty or atherectomy of precerebral (extracranial) vessel(s) 
00.62 Percutaneous angioplasty or atherectomy of intracranial vessel(s) 
00.63 Percutaneous insertion of carotid artery stent(s) 
00.64 Percutaneous insertion of other precerebral (extracranial) artery stent(s) 
00.65 Percutaneous insertion of intracranial vascular stent(s) 
03.53 Repair of vertebral fracture 
36 Operations on vessels of heart 
36.03 Open chest coronary artery angioplasty 
36.04 Intracoronary artery thrombolytic infusion 
36.06 Insertion of non-drug-eluting coronary artery stent(s) 

 
Please see ICD-9 Codes, page 3 
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ICD-9 Procedure Codes (continued) 

 
Revised ICD-9 Codes (continued) 

ICD-9 Code Description 
36.09 Other removal of coronary artery obstruction 
36.1 Bypass anastomosis for heart revascularization 
37.6 Implantation of heart and circulatory assist system 
37.7 Insertion, revision, replacement, and removal of pacemaker leads; insertion of 

temporary pacemaker system or revision of cardiac device pocket 
37.79 Revision or relocation of cardiac device pocket 
37.99 Other 
38.1 Endarterectomy 
38.2 Diagnostic procedures on blood vessels 
39.50 Angioplasty or atherectomy of other non-coronary vessel(s) 
39.79 Other endovascular repair (of aneurysm) or other vessels 
39.90 Insertion of non-drug-eluting peripheral vessel stent(s) 
77.8 Other partial ostectomy 
78.1 Application of external fixator device 
79 Reduction of fracture and dislocation 
80.0 Arthrotomy for removal of prosthesis 
81.0 Spinal fusion 
81.06 Lumbar and lumboscaral fusion, anterior technique 
81.08 Lumbar and lumboscaral fusion, posterior technique 
81.1 Arthrodesis and arthroerisis of foot and ankle 
81.13 Subtalar fusion 
81.3 Refusion of spine 
81.36 Refusion of lumbar and lumboscaral spine, anterior technique 
81.38 Refusion of lumbar and lumboscaral spine, posterior technique 
81.51 Total hip replacement 
81.52 Partial hip replacement 
81.53 Revision of hip replacement, not otherwise specified 
81.55 Revision of knee replacement, not otherwise specified 
86.09 Other incision of skin and subcutaneous tissue 
86.94 Insertion or replacement of single array neurostimulator pulse generator, not 

specified as rechargeable 
86.95 Insertion or replacement of dual array neurostimulator pulse generator, not 

specified as rechargeable 
86.96 Insertion or replacement of other neurostimulator pulse generator 
88.77 Diagnostic ultrasound of peripheral vascular system 
92.27 Implantation or insertion of radioactive elements 
92.28 Injection or instillation of radioisotopes 
93.5 Other immobilization, pressure, and attention to wound 
99.10 Injection or infusion of thrombolytic agent 

Deleted ICD-9 Procedure Codes 

ICD-9 Code Description 
36.01 Single vessel percutaneous transluminal coronary angioplasty [PTCA] or 

coronary atherectomy without mention or thrombolytic agent 
36.02 Single vessel percutaneous transluminal coronary angioplasty [PTCA] or 

coronary atherectomy with mention or thrombolytic agent 
36.05 Multiple vessel percutaneous transluminal coronary angioplasty [PTCA] or 

coronary atherectomy performed during the same operation, with or without 
mention or thrombolytic agent 

81.61 360-degree spinal fusion, single incision approach 



Medi-Cal Update – Billing and Policy May 2006 
 

IP 4 

CCS Service Code Groupings Update 

Effective for dates of service on or after July 1, 2006, numerous codes have been end-dated within 
the California Children’s Services (CCS) Service Code Groupings (SCGs) 01, 02 and 07. These  
end-dated codes appear in bold with a strike through the entire code. 

In addition, retroactive for dates of service on or after July 1, 2004, codes have been added to SCGs 
01, 02 and 05. These codes are bold and underlined. 

It is important to note that on these manual pages SCG 02 includes all the codes in SCG 01; SCG 03 
includes all codes in SCG 01 and SCG 02; and SCG 07 includes all the codes in SCG 01, 02 and 03. 
These same “rules” apply to end-dated codes. 

This information is reflected on manual replacement pages cal child ser 1, 5, 6, 11 thru 18 and 21 
(Part 2). 

Vision Care HIPAA Updates Effective July 1, 2006 

Effective for dates of service on or after July 1, 2006, the following changes will be made to the 
Medi-Cal Vision Care Program, pursuant to the Health Insurance Portability and Accountability Act 
(HIPAA). 

• Convert Medi-Cal interim codes to national Health Care Procedure Coding System (HCPCS) 
Level II and Current Procedural Terminology (CPT-4) Level I codes. 

• Eliminate all Medi-Cal qualifying codes and replace them with national CPT-4 and HCPCS 
modifiers. Additionally, modifiers X1 – X9 are no longer used for vision services. 

• Replace the Payment Request for Vision Care and Appliances (45-1) claim form with the 
HCFA 1500 claim form.  

• Replace the current Treatment Authorization Request (TAR) process for medically necessary 
contact lenses, low vision aids and other non-Prison Industry Authority covered items using the 
45-1 claim form, with a new process using the new 50-3 Treatment Authorization Request 
form. 

A detailed summary of policy changes is highlighted below. Refer to upcoming manual replacement 
pages, which will be published in the June Medi-Cal Update, for specific policy, billing and 
reimbursement information. 

CODE CONVERSION  
Interim Code Conversion to National HCPCS and CPT-4 Codes 
Conversion of interim procedure codes and qualifier codes for vision care services takes place  
July 1, 2006. All services provided on or after that date must be billed using the appropriate HCPCS 
or CPT-4 codes.  

The following table outlines the conversion of the current Medi-Cal interim procedure codes to 
HCPCS and CPT-4 codes for Vision Care providers, effective for services performed on or after  
July 1, 2006. 

Please see Vision Care HIPAA Changes, page 5
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Vision Care HIPAA Changes (continued) 

Medi-Cal 
Interim Code Description 

HCPCS/ 
CPT-4 Code Description 

Z2700 Low vision 
evaluation, fitting and 
subsequent 
supervision, 
including six months 
follow-up care 

CPT-4 92499 Unlisted 
ophthalmological 
service or procedure 

Z2704 Detailed 
biomicroscopy slit 
lamp evaluation 

None Not a Medi-Cal 
benefit for services 
performed after  
June 30, 2006 

Z2706 Contact lens 
examination 

CPT-4 92310 Prescription of 
optical and physical 
characteristics of and 
fitting of contact lens, 
with medical 
supervision of 
adaptation; corneal 
lens, both eyes, 
except for aphakia 

Z2706 Contact lens 
examination 

CPT-4 92311 Prescription of 
optical and physical 
characteristics of and 
fitting of contact lens, 
with medical 
supervision of 
adaptation; corneal 
lens for aphakia, one 
eye 

Z2706 Contact lens 
examination 

CPT-4 92312 Prescription of 
optical and physical 
characteristics of and 
fitting of contact lens, 
with medical 
supervision of 
adaptation; corneal 
lens for aphakia, both 
eyes 

Z2708 Out-of-office call CPT-4 99056 Service(s) typically 
provided in the 
office, provided out 
of the office at 
request of patient, in 
addition to basic 
service 

 
Please see Vision Care HIPAA Changes, page 6
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Vision Care HIPAA Changes (continued) 
 

Medi-Cal 
Interim Code Description 

HCPCS/ 
CPT-4 Code Description 

Z2710 Mileage-per mile one 
way beyond a ten-
mile radius from 
point of origin 

None Not a Medi-Cal 
benefit for services 
performed after  
June 30, 2006 

Z2712 Diagnostic closure of 
the lacrimal punctum; 
by absorbable plug, 
one or more closures, 
incl. office visit 

CPT-4 68761 Closure of the 
lacrimal punctum; by 
plug, each 

Z2900 Contact lens, PMMA 
or gas permeable 
replacement 

HCPCS V2500 Contact lens, PMMA, 
spherical, per lens 

Z2900 Contact lens, PMMA 
or gas permeable 
replacement 

HCPCS V2501 Contact lens, PMMA, 
toric or prism ballast, 
per lens 

Z2900 Contact lens, PMMA 
or gas permeable 
replacement 

HCPCS V2510 Contact lens, gas 
permeable, spherical, 
per lens 

Z2900 Contact lens, PMMA 
or gas permeable 
replacement 

HCPCS V2511 Contact lens, gas 
permeable, toric, 
prism ballast, per lens 

Z2902 Contact lens, 
hydrophilic, 
replacement 

HCPCS V2520 Contact lens, 
hydrophilic, 
spherical, per lens 

Z2902 Contact lens, 
hydrophilic, 
replacement 

HCPCS V2521 Contact lens, 
hydrophilic, toric or 
prism ballast, per lens 

Z2904 Thermal hydrophilic 
lens care kit 

None Not a Medi-Cal 
benefit for services 
performed after  
June 30, 2006 

Z2906 Bandage contact 
lenses 

HCPCS V2599 Contact lens, other 
type (bandage contact 
lens) 

Z2908 Contact lenses, 
extended wear, 
replacement 

HCPCS V2513 Contact lens, gas 
permeable, extended 
wear, per lens 

Z2908 Contact lenses, 
extended wear, 
replacement 

HCPCS V2523 Contact lens, 
hydrophilic, extended 
wear, per lens 

 
Please see Vision Care HIPAA Changes, page 7 
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Vision Care HIPAA Changes (continued) 
 

Medi-Cal 
Interim Code Description 

HCPCS/ 
CPT-4 Code Description 

Z2910 Arm with adjustable 
pad 

HCPCS V2797 Vision supply, 
accessory and/or 
service component of 
another HCPCS 
vision code 

Z2912 Front zyl (replace or 
repair) 

HCPCS V2797 Vision supply, 
accessory and/or 
service component of 
another HCPCS 
vision code 

Z2914 Front combination or 
metal (replace or 
repair) 

HCPCS V2797 Vision supply, 
accessory and/or 
service component of 
another HCPCS 
vision code 

Z2916 Temples-all types 
(replace) 

HCPCS V2797 Vision supply, 
accessory and/or 
service component of 
another HCPCS 
vision code 

Z2918 Occluder, clip patch 
style 

HCPCS V2770 Occluder lens, per 
lens 

Z2920 Occluder, cup HCPCS V2770 Occluder lens, per 
lens 

Z2926 Headband HCPCS V2799 Vision service, 
miscellaneous 

Z2928 Nosepads, nosepad 
covers, temple covers 
(limited to one pair in 
each category) 

HCPCS V2797 Vision supply, 
accessory and/or 
service component of 
another HCPCS 
vision code 

Z2930 Dispensing fees-
Single vision lens 

CPT-4 92340 Fitting of spectacles, 
except for aphakia; 
monofocal 

Z2930 Dispensing fees-
Single vision lens 

CPT-4 92352 Fitting of spectacles 
prosthesis for 
aphakia; monofocal 

Z2932 Dispensing fees-
Bifocal lens 

CPT-4 92341 Fitting of spectacles, 
except for aphakia; 
bifocal 

 
Please see Vision Care HIPAA Changes, page 8
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Vision Care HIPAA Changes (continued) 
 

Medi-Cal 
Interim Code Description 

HCPCS/ 
CPT-4 Code Description 

Z2932 Dispensing fees-
Bifocal lens 

CPT-4 92353 Fitting of spectacles 
prosthesis for 
aphakia; multifocal 

Z2934 Dispensing fees-
Trifocal lens 

CPT-4 92342 Fitting of spectacles, 
except for aphakia; 
multifocal, other than 
bifocal 

Z2936 Dispensing fees-
Frame 

None Not a Medi-Cal 
benefit for services 
performed after  
June 30, 2006 

Policy Requirements/Changes 
• Vision service CPT-4 codes 99201 – 99215, 99241 – 99245 and HCPCS codes  

V2623 – V2629 maintain current policy and pricing. 

• HCPCS code V2797 (vision supply, accessory and/or service component of another HCPCS 
vision code) cannot be billed with HCPCS code V2020 (frames, purchases) on the same date of 
service. 

• CPT-4 code 99056 (out-of-office call) must be billed with one of the following CPT-4 codes 
(92002, 92004, 92012, 92014, 92310 – 92312, 99205 – 99215 and 92499) on the same date of 
service. 

• CPT-4 codes 92225 (extended ophthalmoscopy) and 92250 (fundus photography) cannot be 
billed on the same date of service. 

• CPT-4 code 92135 is reimbursable for optometrists. 

• Low vision evaluation must be billed with CPT-4 code 92499 (unlisted ophthalmological 
service or procedure). 

• Bandage contact lenses must be billed with HCPCS code V2599 (contact lens, other type). 

• Frame repairs and parts replacements must be billed with HCPCS code V2797 (vision supply, 
accessory and or service component of another HCPCS vision code). The new maximum 
allowable for HCPCS code V2797 includes both the repair service and frame part(s). Frame 
parts include nosepad arm with adjustable pad, nosepads, nosepad covers, temples and temple 
covers and frame front. 

• Headbands must be billed with HCPCS code V2799 (vision service, miscellaneous). 

• HCPCS codes V2020, V2100 – V2121, V2200 – V2221, V2300 – V2321,  
V2410 – V2430, V2500 – V2523, V2599, V2600, V2610, V2615, V2770, V2797 and V2799 
must be billed with the following lens replacement codes on the  
ASC X12N 837 v.4010A1 transaction: 

–  L1 (general standard of 20 degree or .5 diopter sphere or cylinder change met)  

–  L2 (replacement due to loss or theft)  

–  L3 (replacement due to breakage or damage) 

–  L5 (replacement due to medical reason) 

 
Please see Vision Care HIPAA Changes, page 9
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Vision Care HIPAA Changes (continued) 
 

MODIFIERS  
Modifiers Replace Qualifying Codes 
Effective for dates of service on or after July 1, 2006, Medi-Cal qualifying codes currently used on a 
Payment Request for Vision Care and Appliances (45-1) claim form will be replaced with national 
modifiers. 

The following modifiers are required with the CPT-4 and HCPCS codes listed below: 

CPT-4 Code Modifier 
68761 SC, E1, E2, E3, E4 
92310 22, SC 
92311 22, SC 
92312 22, SC 
92340 NU, RP 
92341 NU, RP 
92342 RP, KX 
92352 NU, RP 
92353  NU, RP 
99056  22 

 
HCPCS Code  Modifier 
V2020 NU, RP 
V2100 – V2121 NU, RP 
V2200 – V2221 NU, RP 
V2300 – V2321 RP, KX 
V2410 – V2430 NU, RP 
V2500  NU, RP 
V2501 NU, RP 
V2510  NU, RP 
V2511 NU, RP 
V2513  NU, RP 
V2520  NU, RP 
V2521 NU, RP 
V2523  NU, RP 
V2599 LT, RT 
V2600 NU, RP 
V2610 NU, RP 
V2615 NU, RP 
V2770 NU, RP 
V2797  RP 
V2799 NU, RP 

 
Effective for dates of service on or after July 1, 2006, the following CPT-4 and HCPCS codes and 
national modifiers information must be present on the HCFA 1500 claim form: 

• All procedure codes for eye appliances and eyeglass dispensing must be billed with an 
appropriate modifier. Modifiers required for billing eye appliances include -NU (new 
equipment), -RP (repair/replacement) and -KX (specific required documentation on file).  

–  Use modifier -NU when supplying or dispensing eye appliances to recipients with no prior 
eye appliance. 

–  Modifier -RP is used to indicate repair or replacement of prior eye appliances.  

 
Please see Vision Care HIPAA Changes, page 10
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Vision Care HIPAA Changes (continued) 

–  Since trifocal lenses are covered only for recipients who are current trifocal wearers, 
modifier -KX is billed in conjunction with -RP for trifocal lenses (HCPCS codes  
V2300 – V2321) and the dispensing of trifocal lenses (CPT-4 code 92342) to indicate that 
the provider has documentation on file stating that the recipient is a current trifocal wearer 
and not a first-time wearer. 

• When billing for CPT-4 code 68761 (closure of the lacrimal punctum, by plug, each), providers 
must use modifier -SC (medically necessary service/supply) when temporary collagen punctal 
plugs are used and modifiers -E1 (upper left, eyelid), -E2 (lower left, eyelid), -E3 (upper right, 
eyelid) and -E4 (lower right, eyelid) when permanent silicone punctal plugs are used. Each of 
these listed modifiers must be billed with a quantity of 1. 

• Modifiers -22 (unusual procedural services) and -54 (surgical care only) are allowable with 
CPT-4 codes 65210 (removal of foreign body, external eye, conjunctival embedded), 67820 
(correction of trichiasis) and 67938 (removal of foreign body, eyelid), but are not required for 
reimbursement. 

• Either modifier -22 or -SC may be billed with CPT-4 codes 92310 – 92312. 

• Because CPT-4 code 68761 and HCPCS code V2599 may require multiple modifiers to 
describe the service, providers must use separate claim lines for each procedure code/modifier 
combination. 

• All required modifiers, with the exception of -RP and -KX, must be billed on a single claim 
line.   

• Modifiers X1 – X9 are no longer used for vision services. 

DIAGNOSIS CODES (ICD-9) 
CPT-4 Codes and HCPCS Codes and Corresponding ICD-9 Codes 
Effective for dates of service on or after July 1, 2006, ICD-9 diagnosis codes must be present and 
valid on all claims for the following CPT-4 and HCPCS codes. Failure to supply a valid ICD-9 code 
will result in denial of the claim. Refer to the Professional Services: Diagnosis Codes section in 
upcoming manual replacement pages included in the June Medi-Cal Update for a list of procedures 
and the required corresponding ICD-9 diagnosis codes: 

CPT-4 Code Description 
 65205  Removal of foreign body, external eye, conjunctival superficial 
 65210  Removal of foreign body, external eye, conjunctival embedded 

65220  Removal of foreign body, corneal, without slit lamp 
65222  Removal of foreign body, corneal, with slit lamp 
67820  Correction of trichiasis 
67938  Removal of foreign body, eyelid 
68761  Closure of lacrimal punctum 
68801  Dilation of lacrimal punctum 
92020  Gonioscopy 
92081 – 92083  Visual field examination 
92100  Serial tonometry 
92135 Scanning computerized ophthalmic diagnostic imaging 
92225  Extended ophthalmoscopy 
92250  Fundus photography 

 

     Please see Vision Care HIPAA Changes, page 11
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Vision Care HIPAA Changes (continued) 

 HCPCS Code Description 
 V2599  Bandage contact lenses 
 V2710  Slab off prism 
 V2744  Tint, photochromic 
 V2745  Tint, solid, gradient, or equal 
 V2755  Ultra Violet (UV) 

To justify payment, the following primary and/or secondary ICD-9 diagnosis codes must be present 
on the claim when billing ophthalmic lenses and frames and lens dispensing fees for the conditions 
specified below: 

• When two pair of single vision eyeglasses are prescribed in lieu of bifocals for recipients 38 years 
of age and older: 
–  Primary 
� 367.4 (presbyopia) 

–  Secondary 
� 368.1 (subjective visual disturbance) 
� 368.13 (visual discomfort) 
� 368.14 (visual distortions in shape and size) 
� 368.15 (other visual distortions and entopic phenomena) 
� 368.16 (psychophysical visual disturbances) 
� 368.8 (other specified visual disturbances) 
� 368.9 (unspecified visual disturbance) 

• When bifocals or two pair of single vision eyeglasses are prescribed in lieu of bifocals for 
recipients younger than 38 years of age: 

–  367.50 (disorders of accommodation) 
–  367.51 (paresis of accommodation) 
–  367.52 (total or complete internal ophthalmoplegia) 
–  367.53 (spasm of accommodation) 
–  367.9 (unspecified disorder of refraction and accommodation) 
–  378.35 (accommodative component in esotropia) 
–  378.84 (convergence excess or spasm) 

A second eye examination with refraction within 24 months is covered only when a sign or symptom 
indicates a need for this service. Claims billed with CPT-4 codes 92004 and 92014 must include 
appropriate ICD-9 diagnosis codes that justify the examination on the claim. This policy applies 
whether the claim is submitted by the provider of the prior examination or by a different provider. 

Note: Only two ICD-9 diagnosis codes are acceptable in the Diagnosis or Nature of Illness or Injury 
field (Box 21) of the HCFA 1500 claim form. Providers must use separate claim forms when 
multiple procedures that require diagnosis codes are billed on the same date of service. 

 
    Please see Vision Care HIPAA Changes, page 12
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Vision Care HIPAA Changes (continued) 
 

Required Documentation 
Although many procedure codes can be medically justified with ICD-9 diagnosis codes only, the 
following CPT-4 codes require further medical justification to be included with the claim for 
reimbursement. Refer to upcoming manual replacement pages included with the June Medi-Cal 
Update for detailed instructions about required documentation. 

CPT-4 Code Description 
65210  Removal of foreign body, external eye; conjunctival embedded 
67938  Removal of embedded foreign body, eyelid 
68761 Closure of the lacrimal punctum 
68801  Dilation of the lacrimal punctum 
92100  Serial tonometry 
92225  Extended ophthalmoscopy 
92250  Fundus photography 

CPT-4 Code Description 
92310 – 92312  Contact lens evaluations 
92499  Unlisted ophthalmological service or procedure 
99205, 99215  Evaluation and Management 
99506  Out-of-Office call 

In addition to thoroughly documenting in the medical chart, providers may be required to also submit 
documentation with the claim indicating the reason additional benefits are warranted when frequency 
limits are exceeded for all ophthalmological services and eye appliances. 

CLAIM FORM CONVERSION TO THE HCFA 1500  
Paper Claim Submitters 
Effective for dates of service on or after July 1, 2006, the Payment Request for Vision Care and 
Appliances (45-1) claim form will no longer be accepted. All vision services must be billed on the 
HCFA 1500 claim form. Instructions for completing the HCFA 1500 claim form will be included in 
the upcoming manual replacement pages with the June Medi-Cal Update.   

The following fields currently required on the 45-1 will no longer be required on the  
HCFA 1500 claim form: 

• Refractionist’s Signature. Providers that fill another provider’s prescription must keep a copy 
of the prescription in the recipient’s medical record, which must be made available for state 
review if requested. 

• Date of Appliance Delivered. Although the Date of Appliance Delivered is no longer a 
requirement, providers must document in the medical record that the eye appliance was 
delivered to the recipient. Documentation must include the date that eye appliances were 
delivered and the recipient, legal representative or guardian’s signature. 

• Date Billed   

Institutional Providers Billing Vision Services  
CDHS will no longer accept the Medi-Cal proprietary Payment Request for Vision Care and 
Appliances (45-1) claim form for vision services billed for dates of service on or after  
July 1, 2006. All providers, including institutional providers, must bill using the HCFA 1500 claim 
form when billing paper claims. 

 

 

Please see Vision Care HIPAA Changes, page 13
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Vision Care HIPAA Changes (continued) 

New 50-3 TAR Form 
A new 50-3 Treatment Authorization Request (TAR) form has been created as a result of the 
discontinuance of the Payment Request for Vision Care and Appliances (45-1) claim form previously 
used to request prior authorization for eye appliances. Effective for dates of service on or after  
July 1, 2006, all prior authorization requests must be submitted on this new 50-3 TAR form. 
Instructions for completing the 50-3 TAR form and how to request authorization and bill for 
approved services will be included in the upcoming manual replacement pages with the June  
Medi-Cal Update.  

All prior authorization requests for the following HCPCS codes must be submitted on the new 50-3 
TAR form: 

HCPCS Code Description 
V2500  Contact lens, PMMA, spherical, per lens  

V2501  Contact lens, PMMA, toric or prism ballast, per lens  

V2510  Contact lens, gas permeable, spherical, per lens  

V2511  Contact lens, gas permeable, toric or prism ballast, per lens  

HCPCS Code Description 
V2513  Contact lens, gas permeable, extended wear, per lens  
V2520  Contact lens, hydrophilic, spherical, per lens  
V2521  Contact lens, hydrophilic, toric or prism ballast, per lens  
V2523  Contact lens, hydrophilic, extended wear, per lens 
V2600 Hand held low vision aids and other nonspectacle mounted aids 
V2610 Single lens spectacle mounted low vision aids 
V2615 Telescope and other compound lens system 
V2799 Vision service, miscellaneous 

Note: HCPCS codes V2600, V2610, V2615 and V2799 require a TAR with a special handling 
description when billing limitations are exceeded. 

All prior authorization requests for the following CPT-4 codes must be submitted on the new 50-3 
TAR form: 

CPT-4 Code Description 
92310 Prescription of optical and physical characteristics of and fitting of contact 

lens, with medical supervision of adaptation; corneal lens, both eyes, except 
for aphakia 

92311 Prescription of optical and physical characteristics of and fitting of contact 
lens, with medical supervision of adaptation; corneal lens for aphakia, one 
eye 

92312 Prescription of optical and physical characteristics of and fitting of contact 
lens, with medical supervision of adaptation; corneal lens for aphakia, both 
eyes 

Note: Currently, prior authorization is not required for CPT-4 codes 92310 – 92312 and for daily 
wear contact lenses prescribed for certain conditions. The new TAR requirement for CPT-4 
codes 92310 – 92312 and all contact lens codes (V2500 – V2523) regardless of diagnosis is a 
change from current policy.   

Please see Vision Care HIPAA Changes, page 14
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Vision Care HIPAA Changes (continued) 

Special Handling Descriptions 
Some vision procedure codes that do not normally require a TAR may be denied due to various 
billing limitations. In order to prevent the denial of a claim, a TAR must be submitted on the 50-3 
TAR form with the appropriate special handling description indicated in the Medical Justification 
field. The new special handling descriptions are as follows: 

• Exceeded billing dollar amount 

• Exceeded billing frequency limit 

• Usage is for non-standard diagnosis 

The current authorization process requires that an original 45-1 claim form be mailed to the Vision 
Care Policy Unit (VCPU) for authorization. Effective for vision services performed on or after  
July 1, 2006, the 50-3 TAR form and associated documentation can be mailed or faxed to: 

California Department of Health Services 
Vision Care Policy Unit 
MS 4600 
P.O. Box 997413 
Sacramento, CA  95899-7413 

VCPU Fax Number: (916) 552-9077 

Since this new TAR process allows the provider the ability to submit and receive the 50-3 TAR by 
fax, it will improve the response and turnaround time for authorizations. Upon completion of the 
authorization review process, the VCPU will fax (if a valid fax number is included on the form) or 
mail back the 50-3 TAR form with a decision (Approved as Requested, Approved as Modified, 
Denied or Deferred). All TARs are assigned a TAR Control Number (TCN) and Pricing Indicator 
(PI) on the 50-3 TAR form. Claims for approved services must include a valid TCN and PI for 
payment. The assigned TCN and PI are also required for resubmission of denied and deferred TARs.  

Vision Care Electronic Claim Form Changes Effective July 1, 2006 

Conversion to HIPAA-Compliant Electronic Claim Transactions 
Effective July 1, 2006, the Vision CMC proprietary claims transaction format will no longer be 
accepted for vision services, regardless of the date services were performed. 

When converting to the ASC X12N 837 v.4010A1 transaction, the Vision Data Specifications should 
be used for claims with dates of service prior to July 1, 2006. For dates of service on or after July 1, 
2006, the Medical Data Specifications (part of the 837 v.4010A1 Health Care Claim Companion 
Guide) have been updated to include the required segments for vision claims.  

The companion guides are available on the Medi-Cal home page at www.medi-cal.ca.gov. Click 
“HIPAA” and then “ASC X12N Version 4010A1 Companion Guides and NCPDP  
Technical Specifications.” 

Electronic Claim Submission Using the Internet 
Available for claims with dates of service on or after July 1, 2006, the HIPAA-compliant 837 Internet 
Professional Claim Submission (IPCS) Online Claim Form will be updated to give vision care 
providers an alternate method of submitting electronic claims in real-time through the Medi-Cal Web 
site. The online claim form will be updated to include new fields necessary for billing vision services. 
The Internet Professional Claim Submission (IPCS) User Guide will be updated to reflect these 
changes. 

 

Please see Vision Care Electronic Claim Form Changes, page 15
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Vision Care Electronic Claim Form Changes (continued) 

The IPCS system allows users to submit single vision service claims in real-time. The IPCS system 
does not perform online adjudication nor does it accept crossover claims. Claims submitted 
successfully receive a Claim Control Number (CCN) on the host response screen. If the IPCS system 
detects errors, the user will receive a “CLAIM REJECTED” message on the host response screen, 
and the claim can be edited to correct these errors before resubmitting. Submitted claims enter the 
daily batch cycle of the Medi-Cal claims processing system. 

The IPCS system allows faster, more efficient, data exchange between providers and the California 
Department of Health Services (CDHS).  

To use the IPCS system, providers must have both of the following:   

1. A Medi-Cal Point of Service (POS) Network/Internet Agreement form on file with CDHS 
for each provider number that is used to bill. If providers currently have valid forms on file, 
no additional updates are needed. Providers can download the form from the Medi-Cal Web 
site by clicking the “Forms” link on the home page, then clicking “Medi-Cal Point of 
Service (POS) Network/Internet Agreement.” Providers should print the form, complete, 
sign and return it to Medi-Cal at the address shown on the bottom of the form.   

2. A valid Computer Media Claims (CMC) submitter ID and password. To obtain or update 
your ID and password, complete the Medi-Cal Telecommunications Provider and Biller 
Application/Agreement (DHS 6153), which can be downloaded from the “Forms” page of 
the Medi-Cal Web site. Check the “Internet” box in the Real Time Submission Type section, 
check Medical/Allied Health (05) and enter 4010X098 where indicated in the ANSI X12 
837 Version section. 

Note: Submitters with a current, valid CMC submitter ID must still submit the Medi-Cal 
Telecommunications Provider and Biller Application/Agreement to add the IPCS application 
to their list of available Internet options. 

As of July 1, 2006, only professional medical and vision claims can be submitted using IPCS. 
Institutional claims cannot be submitted.   

Additional Resources 
Recent Medi-Cal Updates have provided detailed information about the upcoming changes to the 
Vision Care Program. To review the articles listed below, click the “Vision Care” link in the Provider 
Bulletins area of the Medi-Cal home page and then click the “Part 2 – Billing and Policy” link. 

April 2006:  “New Vision Care Treatment Authorization Request (TAR) Process Effective  
July 1, 2006” 

March 2006:  “Convert Early to HIPAA-Compliant Electronic Claim Transactions” 

February 2006:  “Upcoming Vision Care Changes in July 2006” 

January 2006:  “Conversion of Vision Care Interim Billing Codes and Modifiers and Notice of 
Public Comment Period” 

For more information, call the Telephone Service Center (TSC) at 1-800-541-5555, from  
8 a.m. to 5 p.m., Monday through Friday. Border providers, software vendors and out-of-state billers 
who bill for in-state providers should call (916) 636-1200. To learn more about other vision care-
related HIPAA changes, refer to the “HIPAA News” section of the Medi-Cal Web site. 



 

 
* Pages updated due to ongoing provider manual revisions. 

Instructions for Manual Replacement Pages Part 2 
May 2006  

Inpatient Services Bulletin 379 
 
Remove and replace: cal child ser 1/2, 5/6, 11 thru 18, 21/22 
 contra 1 thru 15 
 hcpcs iii 1/2 
 ub comp ip 7/8 * 
 ub sub 3/4, 5/6 * 
 
 
 
 
 


